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CASE
A 34-year-old, G0P0, female presented with dragging
abdominal pain for many years
The pain was described as a feeling of weight in the abdomen,
which was always aggravated when sitting or standing
upright and relived when supine. Her medical history was
otherwise unremarkable. Physical examination revealed a
slender woman with normal vital signs. Abdominal examina-
tion identified a palpable soft tissue mass over right
lower quadrant after deep inspiration. Blood tests and
urinalysis were unremarkable. Intravenous urography was
performed (Figures 1 and 2). What does the intravenous
urogram show?
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Figure 1 | Supine image of the intravenous urography at 10 min
after injecting contrast agent.
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Figure 2 | Upright image of the intravenous urograpgy at 10 min
after injecting contrast agent.
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The diagnosis| Nephroptosis (floating kidneys)
Ten minutes after injecting intravenous contrast agent, the
supine image (Figure 1) revealed normal excretory kidney
function and satisfactory opacification of bilateral pelvicaly-
ceal systems. Appearance of the calyces was normal, and no
evidence of filling defect or renal stone was observed.
Furthermore, a clear outline of both kidneys and smooth
passage of dye through both ureters were observed with no
obvious ureteral lesion. The urinary bladder was well
distended without obvious filling defect or bladder stone.
Upright image (Figure 2) revealed the bilateral kidneys
descended by more than two lumbar vertebral bodies.
History, physical examination, and intravenous urography
in this case revealed classic findings of the clinical entity known
variously as floating kidney, movable kidney, renal ptosis,
nephroptosis, Glenard’s disease, or symptomatic mobile
kidney.1 The primary symptom of floating kidney is dragging
pain with a sense of weight or weakness in the abdomen, groin,
or flank. Pain is typically relieved by assuming a recumbent
position. Floating kidneys are usually asymptomatic but may
be associated with disabling pain in a very small minority of
patients.2 On physical examination, the lower pole of a palpable
kidney can be detected by firm palpation on deep inspiration.
Diagnostic methods include supine and upright intravenous
urography, retrograde pyelography, renal ultrasound, or
isotopic study.2,3 With the patient in a supine or upright
position, these imaging modalities enable identification of
changes in renal position. Nephroptosis has been defined as
renal descent of 5 or more cm (or two vertebral bodies) on
orthostasis.4 Imaging studies may rarely detect delayed
emptying of the involved kidney and renal pelvic dilatation.2
Etiologically, the cause of floating kidneys is ascribed to
multiparity, debilitating disease, asthenia, rapid loss of body
fat, overexertion, coughing or straining, irregularity in the
spinal column, a shallow fossa of Gerota, pressure from the
liver, and direct renal trauma.2 The origin of abdominal pain
is attributed to functional obstruction and urine retention in
the renal pelvis, transient renal ischemia due to renal artery
traction, and traction of the parapelvic nerves.2 Moreover,
floating kidney has been associated with a wide range of renal
pathology, including chronic nephritis, hydronephrosis,
pyelitis, nephrolithiasis, renal ischemia, hypertension, and
atrophy.5
The treatment for the minority of patients who experience
pain associated with floating kidney is controversial. Various
non-surgical therapeutic options have been reported, which
include a high calorie diet to increase perirenal fat, prolonged
bed rest with the hips elevated, exercise to strengthen the
abdominal wall, abdominal massage, electrical stimulation,
eradication of infection foci, treatment for any accompanying
psychiatric disorders (as some cases may involve complaints
inconsistent with clinical data), and abdominal binding and
corseting.2 Surgical options include open or laparoscopic
nephropexy to relieve symptomatic ptosis.2 The indications
for nephropexy, the relative merits of surgical treatment
modalities, and objective outcome measures are still
controversial.3
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